The radial artery to cephalic vein fistula (radial AVF, Brescia-Cimino, radiocephalic Arterio-venöz fistül, böbrek yetmezliği, hemodiyaliz, yan-yana anastomoz 
There is an increase in the population of end-stage renal disease patients who eventually need chronic hemodialysis for renal failure. Chronic hemodialysis treatment requires patent, adequate-flow vascular access to be effective. The National Kidney Foundation (NKF) guidelines recommend a native arteriovenous (a-v) fistula as the first choice for permanent vascular access, due to its longer lifetime and lower incidence of complications (1) . Thus, a-v fistula construction before hemodialysis is vital for patients with end stage renal failure.
The side to side anastomosis is commonly used technique in this operation because of some superiorities to the others. A-V fistula construction by side-to-side anastomosis is less time-consuming, has less bleeding requiring re-exploration and low failure rate as compared to endto-side technique (2) . The NFK guidelines recommend the following order of preference for placement of A-V fistula: 1) wrist (radial-cephalic), and 2) elbow (brachialcephalic) (1) . Of these, a radial artery to cephalic vein fistula (radial AVF, Brescia-Cimino, radiocephalic) is the basic technique (3) . The vessel clamps in bulldog type and approximaters are spacial and crucial devices for anastomosis. When any vascular clamp is not available in hand, we perform side to side anastomosis with a needleholder or an ordinary forceps in a-v fistula operation. We place the instrument under both the artery and vein so that the vessels are suspended and brought together. We then unlock the instrument and place a small gause-pack into the mouth of device (Figure 1) . Thus, the vessels are streched until they occlude ( Figure 2 ) and we perform the anastomosis with surgical loupe in bloodless environment. In our opinion this maneuver is sufficiently delicate not to damage the vessels, and anastomosis can safely be completed. We think endothelial regeneration isn't affected by this technique in postoperative period. We believe that, in the situation of lack of vessel clamp, this easy, practical, and inexpensive method may be used for side-to-side anastomosis of the vessels in sufficient calibre. However this technique can not be applied on endto-side and end-to-end anastomoses, and very small vessels as well. It should also be noticed that the streching force obtained in our new technique can not be enough to occlude the vessels in the cubital area and a bleeding may appear during the anastomosis because these vessels have higher pressure. 
